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ABSTRACT
This study explored the intersection of masculinity and HIV care
engagement among fishermen and other male fisherfolk on anti-
retroviral therapy (ART) in Wakiso District, Uganda. We conducted
30 in-depth interviews with men on ART recruited from HIV treat-
ment sites and used a thematic analysis approach. Since HIV diag-
nosis and ART initiation, men had adopted masculine identities
more conducive to HIV care engagement. The masculine roles of
worker and provider, husband and sexual partner and the appear-
ance of physical strength were compromised by HIV, but restored
by ART’s positive effects on health. Peers also emerged as facilita-
tors to HIV care, with men supporting each other to seek testing
and treatment. However, structural and occupational barriers to
HIV care associated with the masculine role of worker remained a
barrier to care engagement. Findings suggest that emphasising
the benefits of ART in bolstering men’s ability to fulfil the roles
important to them may improve the effectiveness of HIV testing
and treatment messaging for men. Differentiated care models
that address structural-level barriers to care, and community-level
gender-transformative programming to help fishermen engage in
HIV care, may be beneficial.
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Introduction
Epidemiological studies in sub-Saharan Africa have brought to light a significant gen-
der disparity in the provision and uptake of HIV treatment and care (Cornell, McIntyre
and Myer 2011; Tromp et al. 2014; Shand et al. 2014; Beckham et al. 2016). Despite
men’s higher social status and greater access to resources, men living with HIV are
more likely to access care at an advanced disease stage and have worse treatment
outcomes, including higher mortality, compared to HIV-infected women (Cornell,
McIntyre and Myer 2011; Tromp et al. 2014; Shand et al. 2014; Beckham et al. 2016;
UNAIDS 2017). Norms of masculinity, or social expectations about appropriate roles
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and behaviour for men (World Health Organization 2007), are recognised as an import-
ant influence on men’s health behaviours generally (Fleming and Dworkin 2016; Baker
et al. 2014; World Health Organization 2007; Courtenay 2000), and a contributing fac-
tor to HIV infection among men (Shannon et al. 2012; Gottert 2014; Jewkes
et al. 2010).
Ugandan fisherfolk living and working in Lake Victoria communities are considered
a priority population for HIV prevention and treatment efforts in Uganda (Uganda
Ministry of Health 2016), with prevalence estimated to be 20%–30% (Seeley et al.
2012; Opio, Muyonga and Mulumba 2013). In addition to numerous structural and
social barriers to accessing HIV care, such as frequent mobility and alcohol use (Bogart
et al. 2016; Tumwesigye et al. 2012), fishing villages have been characterised as
‘hyper-masculine’ environments (Seeley and Allison 2005; Allison and Seeley 2004).
Although the construction of masculinity has not been empirically studied in this set-
ting, the occurrence of heavy alcohol use and transactional sex have been attributed
to masculine norms promoting specific forms of risk behaviour (Tumwesigye et al.
2012; Kiwanuka et al. 2013), which may also be harmful to men’s engagement in
HIV care.
Studies by Siu and colleagues (2012, 2013, 2014a, 2014b) have qualitatively exam-
ined masculine norms and men’s engagement in HIV care in Ugandan mining towns,
which are similar to fishing villages in that both report elevated HIV prevalence and
are composed of young and/or single men clustered for work. The authors’ draw on
Connell’s (1987; Connell and Messerschmidt 2005) concept of hegemonic masculinity,
which constitutes an idealised consensual understanding of what masculinity should
look like in a socio-cultural context. They also draw on Wilson’s (1969) early ethno-
graphic work which contests that two dominant forms of hegemonic masculinity exist
across cultural settings. The ideal ‘reputation-based’ masculine identity includes the
belief that men should be dominant over women, aggressive, sexually successful with
women and be perceived as strong and in turn healthy (Siu, Seeley and Wight 2013;
Siu, Wight and Seeley 2014a; Barker and Ricardo 2005; Sikweyiya, Jewkes and Dunkle
2014). On the other hand, the ‘respectability-based’ masculine identity emphasises the
role of men as providers and the expectation that men ensure the survival of the fam-
ily line through childbearing (Sikweyiya, Jewkes and Dunkle 2014; Siu, Seeley and
Wight 2013; Siu, Wight and Seeley 2014a). The authors conclude that these different
masculine ideologies relate to Ugandan miners’ treatment-seeking behaviours. Men
adhering to reputation-based gender roles related to strength and sexual prowess
were less likely to be engaged in HIV care. The clinic was viewed as a place for
women, and men feared that disclosure of their HIV status would make them appear
weak and less competitive in finding sexual partners compared to HIV-negative men
(Siu, Wight and Seeley 2014a, 2014b). In contrast, men whose masculine ideals were
centred on the traditional role of father and provider were motivated by these roles
to stay healthy by seeking testing and treatment (Siu, Seeley and Wight 2013; Siu,
Wight and Seeley 2014a, 2014b).
A recent scoping review of qualitative studies across 10 countries in sub-Saharan
Africa similarly supports the role of masculine norms in HIV care engagement, but
found specific masculine norms can dually serve as both barriers and facilitators (Sileo,
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Fielding-Miller et al. 2017). For example, while notions of the ‘respectability-based’
masculine identity did emerge as a facilitator to care for men who believed antiretro-
viral treatment (ART) would allow them to reassume masculine roles and relationships,
these same norms served as barriers to care for other men. Specifically, men who
feared that HIV would threaten traditional roles, such as father and husband, avoided
HIV testing, treatment uptake and clinic attendance. Other masculine notions that
served as barriers to care engagement included strength and self-reliance, emotional
inexpressiveness and sexual success with women.
The present study aimed to extend current understanding of the association
between masculine norms and HIV care engagement outcomes by exploring these
relationships among fishermen living with HIV in fishing villages in Uganda. While the
literature suggests masculine norms can dually serve as barriers and facilitators to
men’s engagement in care, further investigation is needed on the circumstances and
contexts in which these norms emerge as a facilitator versus a barrier to care.
Moreover, fisherfolk are a high-risk population for HIV being prioritised for the scale-
up of HIV testing and treatment by the Ugandan Ministry of Health. However, little
data exist on their engagement in HIV care, making them an important population to
study. The primary goal of this study therefore was to examine how HIV and ART
affect men’s masculine ideologies and role fulfilment, and how notions of masculinity
influence men’s engagement in HIV care (i.e. ART adherence, clinic attendance) for
men on ART in Ugandan fishing communities.
Methods
This study was conducted in Wakiso District, Uganda. Recruitment was conducted in
partnership with Mildmay Uganda, a non-governmental organisation that supports the
Ugandan Ministry of Health to provide free HIV testing and treatment across several
districts in Uganda. Participants were drawn from a sample of patients attending
Mildmay-supported outreach clinics and public health facilities serving large popula-
tions of fisherfolk. There were seven research sites in total, including three sites on
land (Kasenyi outreach site, Entebbe Hospital and Kigungu Health Center III) and four
island sites on Bussi, Zzinga and Kachanga Islands (Rapha Medical Center, Zzinga
Island outreach site, Bussi Health Center II and Kachanga Island outreach site).
Recruitment and data collection took place between October 2016 and March 2017
and were part of a larger mixed-methods study that included a quantitative survey
with a sample of 300 men. The data analysed and presented for this paper derive
from a subsample of these men completing an in-depth interview (n¼ 30). During HIV
clinic days, clinic staff and a trained male research assistant reviewed clinic records to
pre-screen eligible participants, and non-randomly approached potentially eligible
men for further eligibility screening. Men were also informed of the study during rou-
tine reminder phone calls for upcoming or missed appointments from clinic staff.
Patients were eligible to participate in in-depth interviews if they first consented
and participated in the quantitative portion of the study, which had the following
inclusion criteria: male, at least 18 years of age, in an occupation supporting the fish
industry, living with HIV, in receipt of ART for at least 6 months (to assess adherence).
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For participation in in-depth interviews, we additionally ensured that at least half of
men participating reported difficulty with adherence (self-reporting any missed pills in
prior 4 days) and reported any alcohol use in the prior 30 days, to explore barriers to
ART adherence and the role of alcohol use (issues examined in a separate paper). Of
the 35 eligible men invited to participate in the in-depth interview, 5 declined partici-
pation due to time constraints.
The same male research assistant (WK) carried out all data collection procedures,
including recruitment, informed consent and conducting the interviews. The research
assistant was fluent in English and Luganda, experienced in qualitative research and
received further training by the first author. Due to low literacy in the study popula-
tion, the consent form was read aloud to participants and participants provided a sig-
nature or thumbprint to designate informed consent with a witness present. Men then
completed a one-on-one interview with the research assistant in a private setting in
the clinic or another agreed-upon location, which was audio recorded and lasted
approximately 40minutes. We enrolled men until saturation was reached, which was
determined by consultation with the research assistant and on-going review of the
transcribed interviews by the first author. Men received 15,000 Ugandan Shillings
(US$4) for participating in the interview. All procedures were approved by Makerere
University School of Public Health and San Diego State University institutional review
boards, as well as by the Uganda National Council for Science and Technology.
In this paper, we include selected data from the quantitative questionnaire adminis-
tered as part of the larger study to characterise the sample of 30 men completing in-
depth interviews, including their socio-demographic characteristics and overall
engagement in HIV care. In the larger study, the Adult AIDS Clinical Trial Group
(AACTG) scale was used to measure self-reported ART adherence (Chesney et al. 2000),
which included recall questions about antiretrovirals (ARVs) missed for the previous
four days prior to the interview. We operationalised adherence in terms of the propor-
tion of ARVs taken in the prior four days, out of the total ARVs prescribed. We meas-
ured retention in care by calculating the proportion of kept appointments in the prior
year using data extracted from participants’ clinic records (the number of clinic visits
scheduled in the prior year, and the number of those kept as scheduled).
The in-depth interviews followed a semi-structured interview guide modelled after
an interview protocol used for a study with broadly similar aims in South Africa
(Gottert 2014), but adapted to our population. The guide included questions about
masculinity, including what it means to be a man and what roles men are expected to
fulfil in the community. We also asked men to name up to three roles that they felt
were the most important to them to fulfil presently or in the future (e.g. fatherhood,
fisherman, sexual partner). We probed further into how being diagnosed with HIV
affected the participant’s sense of manhood and ability to fulfil each of the roles they
named. We then asked men to describe how taking ART had positively or negatively
affected these roles and how these roles affected their ability to take ART, probing for
specific examples and narratives when possible. This line of questioning was intended
to elicit prevalent notions of masculinity and men’s expected roles in our sample, and
how these constructs might impede or bolster their engagement in HIV care, focusing
specifically on ART adherence and HIV clinic attendance.
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Data analysis
The research assistant who conducted the in-depth interviews transcribed and trans-
lated verbatim 17 of the 30 audio files from Luganda to English. An additional transla-
tor transcribed and translated 13 of the 30 in-depth interviews, with the research
assistant reviewing transcripts if the translator reported any difficulty. We used a the-
matic approach to analyse the transcripts (Salda~na 2015). We first developed a coding
scheme to identify notions of masculinity, informed by Connell’s Theory of Hegemonic
Gender Roles and Theory of Gender and Power (Connell 1987; Connell and
Messerschmidt 2005) and a recent systematic review of norms of masculinity and HIV
care engagement in sub-Saharan Africa (Sileo, Fielding-Miller et al. 2017). After an ini-
tial review of the transcribed data, the coding scheme was modified based on the
data. Data were extracted, and the narratives coded to indicate the aspect(s) of mascu-
linity referenced (e.g. provider, strength), the stage of HIV care referenced (e.g. ARV
adherence, clinic attendance) and whether aspects of masculinity had a positive or
negative influence on men’s engagement (i.e. served as barriers or facilitators). The
first author and a US public health student trained in qualitative data analysis inde-
pendently reviewed and coded the data. Discrepancies were discussed until consensus
was reached. We iteratively reviewed the coded data to identify major themes.
Results
Sociodemographic characteristics
The average age of men was approximately 34 years (mean¼ 33.8, SD¼ 6.1, range:
20–50). Nearly half of men were married and living with their spouse (46.7%); the
other half were never married, divorced, widowed or separated. Most men reported
no schooling (60.0%), and 90.0% of men were employed as fishermen. Men’s average
monthly income was the equivalent of approximately US$75.30 (SD¼ 51.3). The mean
time spent travelling to the HIV clinic was nearly one hour (SD¼ 56.6), and men had
been aware of their HIV status for an average of 21.4 months (SD¼ 10.0) and had initi-
ated ART soon after diagnosis (mean¼ 18.9 months, SD¼ 19.5). In the prior year, men
had kept only half (51.9%, SD¼ 34.8%) of their HIV clinic appointments as scheduled.
Over the four-day recall period, men reported taking on average 70.8% of their pre-
scribed ARV pills, with 60.0% of men classified as being ‘sub-optimally adherent’
(<95% of pills taken as prescribed). Fourteen of the 30 men had a viral load taken
within the month prior to the interview, of which 53.3% (n¼ 8) were non-detectable,
and 46.7% (n¼ 7) were detectable; viral load data were not available for the rest of
the sample (n¼ 16). See Table 1 for a summary of participant characteristics.
Masculinity, HIV and engagement in HIV care
Although men shared several ways in which living with HIV had both positively and
negatively affected their masculinity, the consensus was that being diagnosed with
HIV had overall positive effects on their lives and over time had transformed their def-
inition of what it means to be a man.
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Men’s role of provider and worker, and ART’s restorative effects
The most commonly cited facilitator to HIV care engagement was men’s desire to fulfil
their role as provider. Being diagnosed with HIV motivated men to take this role more
seriously, and to begin setting goals, saving money and planning for the future. As
one boat loader explained,
Getting HIV has even been helpful, because I would have died in an accident or in a
different way, when I don’t have any thought of planning for my child, while I am wasted
in alcohol. However, after quitting alcohol, I save each penny I get on planning for my
child, such that by the time I leave this earth I have bought him a plot of land and built
[a house] for him. (Boat loader, age 30)
While HIV negatively affected men’s ability to provide by reducing their strength
and ability to do strenuous labour and earn money, men’s narratives suggested their
fear of failing in the roles important to them was greatest initially after diagnosis, and
over time ameliorated as men experienced improvements in their health due to ART.
Most men recognised their HIV medication as central to their ability to fulfil these
roles and accomplish future goals through the return of their physical strength due to
ART, as one fisherman (age 30) explained: ‘Before being initiated on ART, I used not to
have energy for digging [in a garden] but now I can take longer hours while digging’.
For men with children and wives, the desire to fulfil their role as provider was tied
to the value placed on being a husband and father, which was cited as the reason
men took their HIV medication. In turn, men expressed an overall reduction in
Table 1. Participant characteristics, Uganda, 2016–17, N¼ 30.
n (%)/Mean SD Range
Socio-demographic characteristics
Age 33.8 6.9 20–50
Marital status
Never married 3 (10.0%)
Divorced 9 (30.0%)
Widowed 1 (3.3%)
Married and separated 3 (10.0%)
Married and living together 14 (46.7%)
Education
No schooling 18 (60.0%)
Primary level 8 (26.7%)
Secondary level 4 (13.3%)
Monthly income (approximate US$) 75.3 51.3 22.2–250.0
Occupation
Fishermen 27 (90.0%)
Other (fish seller, boat operator, boat loader) 3 (10.0%)
Mobility (travelled/slept away in prior year)
Yes 23 (76.7%)
No 7 (23.3%)
Travel time to clinic (minutes) 58.6 56.6 2–240
Months since HIV diagnosis 21.4 10.3 8–46
Months since ART initiation 18.9 19.5 4–45
Engagement outcomes
Retention (proportion of kept clinic appointments prior year) 51.9% 34.8% 0%–100%
ART adherence (% of pills taken as prescribed) 70.8% 30.9% 0%–100%
Optimal adherence
Yes, at least 95% of pills taken 12 (40.0%)
No, <95% of pills taken 18 (60.0%)
Note: ART¼ antiretroviral therapy
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unhealthy behaviours, including alcohol consumption, the number of sexual partners
and generally disassociating with a ‘party’ lifestyle – which many participants said they
engaged in prior to their diagnosis, and which was perceived as part of the culture of
fishermen and life on the islands. Single men cited the desire to find a wife and
become a father as their motivation for continued HIV treatment and had similar aspi-
rations of bettering their financial situation to provide for their future family.
In two ways the masculine roles of worker and provider serve as barriers to HIV
care. First, for a smaller group of men on ART for less than one year, whose energy
levels had not fully recovered after ART, the side effects of ART (fatigue, dizziness)
affected their ability to work. Given most fisherfolk engage in strenuous labour, these
side effects were worrisome; several men said they skipped doses on nights that they
went out fishing for this reason and had considered discontinuing their medication
because of its negative effects on their work.
They made me feel a lot of dizziness after swallowing those [ARV] drugs. I couldn’t sail on
the lake. In fact, I found out that I could even fall into the water! So, I cannot hide this
from you; if I get a deal of sailing people … since I usually return home at 12am or 1am,
I would miss swallowing [my ARVs] that day. (Boat operator, age 32)
The nature of men’s work also emerged as a barrier to both attending clinic
appointments and ART adherence, including irregular work schedules, fishing over-
night and over several days and frequent mobility for work. Common among men’s
narratives were stories of being stuck on the lake longer than expected or travelling
to distant islands to fish, leading to missed clinic visits or not having enough ART with
them on the lake. Men’s socioeconomic status was an underlying issue in nearly all of
the narratives, with men stating that having financial stability would reduce these
issues significantly, as one man explained:
You see the challenge that most of us have faced is that we are poor; the illness finds us
in poverty. So, you have to strive hard to look for money and that involves use of a lot of
energy, which is a very big challenge. (Boat operator, age 32)
HIV as a threat to marriage and sexual relationships, and the restorative effects
of ART
In one-third of the interviews, men described how their HIV diagnosis had threatened
their role as husband and relationships with women. This most commonly was
described in terms of partners leaving them after being diagnosed with HIV, losing
partners to HIV-related death, feeling that their HIV status hurt their chances of finding
new sexual partners/spouses and experiencing a reduced sexual drive or energy for
sex due to HIV-related illness and ART side effects. However, except for several men
reporting reduced sex drive due to ART side effects, most men noted ART had
restored their sex lives and relationships with women by reviving their overall energy
levels and sex drive to levels experienced before the onset of HIV-related illness.
For example:
When I was sick I couldn’t sleep with any woman, but now I have a wife and there is no
problem now … and the other thing is that if you are swallowing these [ARV] drugs,
there is a way they boost your libido. (Fisherman, age 32)
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Relatedly, men who reported no change in their physical or social functioning
because of HIV attributed their ability to continue fulfilling these masculine roles to
taking ART as prescribed and following their provider’s guidance. In only a few cases
did men describe their role as a spouse/partner as a barrier to care. For these men,
the fear that HIV status disclosure would hurt their relationships led them to hide their
HIV medications from spouses and partners to preserve these relationships, which
sometimes resulted in missing their ARV doses.
The way that it [HIV] affected me is that when you bring in a wife, you will have to sneak
around to swallow your pills, but if you are not sick, you freely bring in women without
any fear. However, some of us keep the tablets under the bed where we swallow from!
(Boat loader, age 30).
Male peers encouraging HIV care engagement
When asked about their daily routines, participants described a significant amount of
time spent among male peers, co-workers and male family members, both working
and socialising with men. Men’s role among male peers emerged as important to
some men’s engagement in HIV care; when asked what motivated men to test for HIV,
several men said they had been encouraged to test by their friends. As one fisher-
man shared:
Before being diagnosed with HIV, I used to fall sick all the time, yet I know of friends who
have already initiated on ART therapy. So, my friends would advise me that why don’t
you go to a health facility such that you can be checked. (Fisherman, age 23)
While wives/partners often served as treatment support for men, male peers/family
members also served in this role. Moreover, participants described assuming the role
of treatment supporter themselves for other men since experiencing the benefits of
ART, with several promoting HIV awareness and testing even more broadly in
the community.
Knowing other men on ART not only provided participants with a network of
treatment supporters, but also normalised HIV to an extent, reducing the fear of
experiencing HIV stigma and discrimination from being seen at the clinic or known
as living with HIV in the community. Moreover, men referred to other men living
with HIV in the community that they respected and perceived as strong and healthy,
as one fisherman (age 32) stated: ‘I have been seeing very strong men of whom they
tell me that they are on ART treatment, yet they look very strong. That has encour-
aged me to continue taking my ARVs’. Seeing other men continue to lead productive
lives despite being HIV-infected served as evidence of the efficacy of ART for men
and gave men hope that they could also live a long, productive life if they remain
in care.
The appearance of physical strength, and ART’s restorative effects
When asked about their decision to test for HIV and link to care, most men shared
that they had not done so until HIV had taken a visible toll on their body, and the
symptoms worsened to the point of no longer being able to carry out their responsi-
bilities. Men’s reliance on physical strength despite other symptoms may therefore
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play a role in the tendency for some to seek care late, with an advanced disease stage.
Although the value men place on their physical strength was clearly tied to their abil-
ity to work as described earlier, men separately valued the appearance of physical
strength as central to their self-worth. Thus, the restoration of men’s physical appear-
ance after ART motivated men to stay engaged in care, with several narratives sug-
gesting a healthy physical appearance and continued functioning in society was
protective against HIV stigma for men, as explained by one fisherman (age 25):
‘According to the way I initiated on ART, I was looking good. Therefore, I have never
got any stigmatising statement because I stayed looking good’.
Discussion
Findings from this study demonstrate the importance of masculine norms in men’s
engagement in HIV care among Ugandan fishermen on ART. HIV was viewed as threat-
ening to the notion that men should be and appear physically strong, be a financial
provider, have a strong work ethic and maintain relationships with women; other stud-
ies in sub-Saharan Africa qualitatively link these notions of masculinity to reduced HIV
testing and treatment uptake (Siu, Wight and Seeley 2012, 2014a, 2014b; Siu, Seeley
and Wight 2013; Van Heerden, Msweli and Van Rooyen 2015; Zissette et al. 2016;
Skovdal et al. 2011; Wyrod 2011; Russell et al. 2016). However, in our sample, men’s
narratives suggested the ability to overcome these barriers through ART, which helped
men to restore and maintain their masculine roles and motivated them to remain in
care. Although Ugandan fishermen are commonly portrayed as a hyper-masculine sub-
culture engaging in risk-related sexual and drinking behaviour (e.g. Allison and Seeley
2004), in our sample we found men’s HIV diagnosis had motivated them to make
efforts to reduce risk behaviours and embrace a healthy lifestyle inclusive of HIV treat-
ment, driven by the desire to better fulfil the masculine roles important to them.
Other studies in the region similarly report HIV may ‘dent’ or damage men’s notions
of masculinity, but some men are able to ‘resuscitate’ their masculinity to be more in
line with a good patient (Zissette et al. 2016; Skovdal et al. 2011; Siu, Wight and
Seeley 2014a).
Our findings support the notion that masculine norms are fluid and adaptable
(Dworkin, Treves-Kagan and Lippman 2013; Dworkin, Fleming and Colvin 2015) and
highlight some of the positive influences of masculinity on health, which may be har-
nessed to improve men’s engagement in care – an important contribution to a litera-
ture more focused on ‘harmful’ notions of masculinity. Providing men with safe spaces
to cope with their HIV diagnosis and reflect on their health-seeking behaviour may
help facilitate men to restore their masculinity after diagnosis and adopt a masculine
identity conducive with treatment engagement. The reshaping of gender norms and
promotion of more equitable relationships between men and women through a gen-
der-transformative approach have been used with success in gender-based violence
and HIV risk reduction interventions with men and women (Dworkin, Fleming and
Colvin 2015; Dworkin, Treves-Kagan and Lippman 2013; Barker, Ricardo and
Nascimento 2007), and Fleming et al.’s (2016) recent qualitative study similarly
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demonstrates the potential for transformative programming to help men overcome
masculinity-related barriers to HIV testing and treatment uptake.
Our study provides data specific to the social context and construction of masculin-
ity among fishermen to inform the development of gender-transformative program-
ming and the tailoring of HIV counselling to men in this setting. In line with other
research (Siu, Wight and Seeley 2012, 2014a, 2014b; Siu, Seeley and Wight 2013), we
found ‘respectability’-based norms of masculinity were in line with care engagement.
HIV programming that promotes these notions of masculinity, and facilitates men’s
understanding of the link between HIV care engagement, good health and their ability
to obtain financial and business success and subsequently provide for their families,
may resonate with fisherfolk. However, rigorous evaluations are still needed to test
this approach with HIV engagement outcomes, and to understand ways to intervene
on the broader structures that shape gender norms beyond the individual.
Although narratives suggested the ability to overcome normative barriers to care,
the conflict between men’s role as worker/provider and patient may be more chal-
lenging to overcome in this setting. Other studies similarly report clinic services not
being tailored to men’s needs contributing to men’s absence in HIV care (Skovdal
et al. 2011; Stern, Clarfelt and Buikema 2015; Bila and Egrot 2009; Zissette et al. 2016).
Structural barriers are heightened among fisherfolk, given the mobile nature of fishing
occupations and the environment of Lake Victoria (Seeley and Allison 2005; Sileo,
Kintu et al. 2016). Men’s narratives suggest these barriers are most detrimental to care
access for economically disadvantaged men, highlighting the intersectionality between
masculinity and economic status (Dworkin, Fleming and Colvin 2015). Conflicting and
unpredictable work schedules, mobility and transport issues may explain the discord-
ance between narratives of ‘transformed masculinity’ and high motivation for HIV
treatment in our sample, yet sub-optimal adherence and clinic attendance. There has
been a call in the literature for HIV services to accommodate structural barriers that
disadvantage key populations through the development of differentiated care models
tailored to specific population needs (Macdonald, Verster and Baggaley 2017) and for
policy and institution-level change to address gender inequities in HIV care (Dovel
et al. 2015; Fleming and Dworkin 2016; Dworkin, Fleming and Colvin 2015). In our
study setting, some gender-sensitive strategies to accommodate fishermen’s accessibil-
ity were being implemented. However, our findings also demonstrate the need to
develop new approaches to address male-specific barriers to care.
Our findings suggest social network/peer-based interventions for fishermen should
be explored. With half of the men in our sample unmarried, we found men relied
heavily on a network of male peers for emotional and instrumental support, which
may be unique to fishing villages and other settings where men gather for work. Male
peers encouraged each other to seek HIV testing and treatment, and served as sources
of treatment support for one another, which has been found in similar mining com-
munities where men gather for work (Siu, Wight and Seeley 2014b). Knowing other
HIV-infected men with the reputation of being strong, successful and respected in the
community normalised HIV for men and reduced the fear of experiencing stigma if
seen at the clinic. Thus, leveraging men’s existing networks in community-based ART
delivery models (e.g. adherence clubs, community ART groups) (Tsondai et al. 2017;
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Grimsrud et al. 2015; Prust et al. 2017) may be a useful strategy to increase HIV-
infected fishermen’s engagement in care. The integration of peers or ‘popular opinion
leaders’ in HIV programming more broadly shows promising effects on HIV care
engagement outcomes with other key populations in sub-Saharan African settings
(Govindasamy et al. 2014; Simoni et al. 2011).
This study adds to a growing body of research, building evidence that masculine
norms may be driving men’s poor engagement in HIV care. However, quantitative
investigation is needed to extend our understanding of the wider association between
masculine norms and engagement in HIV care; and a recent systematic review demon-
strated that no quantitative studies in sub-Saharan Africa exist with this aim (Sileo,
Fielding-Miller et al. 2017). The generalisability of our findings is limited, given the
qualitative and cross-sectional nature of this study, as well as the use of purposive
sampling of men experiencing adherence problems and men who drink. Since men
were recruited from the HIV clinic, our sample did not capture men who were never
linked to care or were lost to follow-up. Thus, our sample may over-represent men
who are doing better with HIV care engagement overall and may not include men
faced with the greatest barriers to care (e.g. mobility, stigma). In addition, fishing vil-
lages are often described as having a large population of younger men, but the mean
age (34, range 20–50) in our sample was slightly older. Men not engaged in care, and
younger men, may display more risk-prone masculinities and have greater difficulty
adapting their masculine identities after HIV diagnosis as men in our sample
described. Despite this, our study provides valuable insight into how masculine norms
affect care engagement, and change over time for fisherfolk on ART, who were still
struggling with adherence despite being sampled from the clinic.
Conclusions
Findings from this study demonstrate the importance of masculine norms and roles in
men’s engagement in HIV care among fisherfolk living with HIV. Though HIV emerged
as threatening to men’s notions of masculinity, ART’s ability to restore and maintain
masculine roles motivated men to remain in care. However, occupational and struc-
tural factors specific to men’s role as worker remained as barriers to engagement in
HIV care regardless of the motivation for treatment. Our findings highlight the poten-
tial to better tailor HIV testing and treatment messaging to men by emphasising the
benefits of ART on bolstering men’s roles and notions of masculinity important to
them. We recommend future studies explore the use of gender-transformative coun-
selling with men on ART to increase men’s engagement in HIV care, as well as the
development of differentiated service delivery tailored to the needs of fisherfolk to
help men overcome structural and occupational barriers to care.
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